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K072 | NFPA 101 LIFE SAFETY CODE STANDARD K072| corrective Action:

SS=D . o 1. Unused gerichairs, wheelchairs, and |
Means of egress are continuously maintained free lifts will be kept in patient rooms or closet |
of all obstructions or impediments to full instant areas when not in use. 6/1/11 '

| use in the case of fire or other emergency. No _
| fur_nishings, decorations, or other objects obstruct ' 2. Clean linen carts and soiled linen carts
exits, access fo, egress from, or visibility of exits. will be kept on one side of the hallway to
7.1.10 keep from obstructing the corridor.
Completed by: 6/1/11
i Identifying Other Patients / Areas
T . No other areas were identified during the
| This STANDARD is not met as evidenced by: survey. .
| Based on observation and interview, the facility
egress were maintained clear of all obstructions 1. All staff will be inserviced on the
| (NFPA 101-7.1.10.2.1) importance of keeping obstructions out of
! . ) . the corridor and any items on one side of 6/30/11
| The findings include: the corridor. To be completed by:
Observation on May 17, 2011 at 11:15 a.m. Monitoring Performance:
revealed five (5) Hoyer lifts, three (3) chairs, two 1. The Administrator or designee will do a
(2) rolling carts, two (2) wheelchairs, two (2) QA Study monthly x 2 to monitor for
Blood Pressure stands and one (1) Geriatric obstructions in corridors. Results will be
chair stored in the corridor of station 3 hall. f reported monthly to the QA Committee
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 | consisting of Med Dir, DON or Designee,

8§8=D _ » ADM or Asst ADM, SW, Dietician and |
E!ectncal wiring and equipment is in accordance other team members. After initial 2 month ‘
with NFPA 70, National Electrical Code. 9.1.2 monitoring, QA frequency may be reduced | g/30/11

depending on results. To be completed by:
This STANDARD is not met as evidenced by: K147 SS=D (See next page) ;
Based on observation, the facility failed to assure '
electrical wiring is installed in accordance with
| NFPA 70.
The findings include:
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1y deficiency statement endin wrlh;@,éstensk (*) denotes a d‘eﬁgency which the institution may be excused from correcting providing it is determined t
h{.'r safegua);ds provide suﬂ?cignt protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 da1ys
llowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of c:m%ectron are dlsclosgbleéd 4
1ys following the date these documents are made available to the facility. If deficiencies are cited, an approved plan o(-gqre?@i; s requisite to continu
ogram participation. JU WY
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Continued From page 1

Observation on May 17, 2011 at 11:45 a.m. [
revealed two (2) electrical junction boxes installed ,|

above the ceiling at station 3 corridors and one |
(1) above patient room 319 with exposed wiring
| with no covers in place.

K 147

' K147 SS=D

Corrective Action:

1. The 2 electrical junction boxes installed
above the ceiling at station 3 corridors and
1 above patient room 319 will have covers
installed. To be completed by:

! Identifying Other Patients / Areas:

1. Maintenance Staff will conduct a
building survey to be sure junction box
covers are installed as required. To be
completed by:

Measures & Changes to be taken:

1. All Maintenance Staff will be inserviced
on the importance of maintaing junction
box covers. To be completed by:

Monitoring Performance:

1. The Administrator or designee will do a
QA Study monthly x 2 to inspect junction
boxes above the ceilings in various areas
throughout the building for electrical
junction boxes to have covers. Results will
be reported monthly to the QA Committee
consisting of Med Dir, DON or Designee,
ADM or Asst ADM, SW, Dietician and
other team members. After initial 2 month
monitoring, QA frequency may be reduced
depending on resuits. To be completed by:

6111 |

6/30/11

6/30/11

|
6/30111 |

JRM CMS-2567(02-99) Previous Versions Obsolete

Event ID: FB2G21

Facility ID: TN3311

[} ‘\.;\\
i
AR

If continuation sheet Page 2 of 2



